SUMMARY
INTRODUCTION
Endometriosis is the presence of the endometrial tissue and stroma outside the uterus. Common sites for the endometriosis include ovaries, uterine ligaments, rectovaginal septum and pelvic peritoneum (1) . It may rarely seen also extrapelvic sites including the lungs, spleen, intestines, gall bladder, stomach, kidneys, abdominal wall, extremities, central nervous system, spinal cord, nasal mucosa, breast, cervix, vagina and vulva (1) . Abdominal wall endometriosis (AWE) usually occurs after invasive surgical procedures especially after cesarean section. Endometriosis occurs in % 15 of the menstruating females. Symptoms are dysmenorrhea, infertility and menstrual irregularities (2) .
Most common symptom of the AWE is the nonreductable painful mass that is cyclic and related with the menstruation (3, 4) . In this study patients are retrospectively evaluated which were presented with a mass on the cesarean incision area.
PATIENTS
In this report eleven patients who were presented in (Table I ). In all of the patients the pain was cyclic and increasing with the menstruation excluding three of them. In these three cases ultrasonography (USG) was reported as lipoma that was irregular in shape and hyperechogen. Other eight patients' s ultrasonography was reported as irregular in shape, heterogenous, solid and hypoechoic mass lesion. during surgical operations (3, 4) .
In some of the cases AWE may invase into the facial tissue and in these patients facial around the mass lesion must be resected. Prevention can be achieved with careful attention to the surgical detail during the cesarean operations or invasive uterine procedures.
Also the dissection area and the wound should be washed and irrigated vigorously with saline solutions before closure (5) .
The incidence of the AWE after cesarean operation is % 0.03-0.4 and after hysterectomy is % 1-2 (6, 7) . On the other hand endometriosis can occur after fallopian tube operations, appendectomy, episiotomy, laparoscopic interventions, amniocentesis and inguinal hernioraphy (8) . Symptoms may occur three months to 10 years after surgery (9) . In our patients symptoms initiated eight months to five years after surgery. Four of them were undergone second and one of them third cesarean operation.
The most common symptom is cyclic and painful nonreductable mass around the scar tissue which waxed and waned with menstrual period (4, 11) . All of our patients were presented with swelling in the old incision area. Also they had complaints of cyclic pain relevant with menstruation except of three of them.
Dysmenorhea, pelvic pain and infertility should be evaluated in the medical history of these patients because pelvic endometriosis can be seen concomitantly up to 25 % of these (11, 12) . In the literature the disease sometimes presented as painless mass probably dependent on the size and the location site (12) . In our study all of the patients presented with painful mass.
The differential diagnosis of the AWE are lipoma, hematoma, sebaceous cyst, suture granuloma, incisional hernia, desmoid tumor, sarcoma, lymphoma, primary and metastatic tumors (3) . These patients mostly refered to general surgeons probability due to complaints relavant to mass. In the literature although some diagnostic procedures have been used in a study the correct preoperative diagnosis was made in only 2 of 10 patients (13) .
Blanco et al described a study that the inguinal hernia, incisional hernia and abdominal wall tumors were estimated as prediagnosis (3) . Beside the increasing frequency of AWE incidence with a careful medical history correct estimation of the prediagnosis will be increase. In our study only three patients were estimated as lipoma and the others were diagnosed correctly. It is remarkable in these three patients that the pain was not related with the menstruation.
Due to lack of metaanalysis on this subject it is not clear that which incisions or operations carry the most risk of AWE patients. One study indicate that most cases of endometriosis occur after midline abdominal laparotomy (14) . In another study 2 % of midline laparotomies incidental to second trimester abortion were associated with later devolepment of endometriosis.
In a survey of occurences of surgical scar endometriosis, 19 out of 24 cases resulted from cesarean section incisions (14) . Cesarean incisions were also applied to all 8 patients in another report (2) . Pfannenstiel incision as opposed to the midline incision is the most commonly reported type (1, 6) . Pfannenstiel incisions contain a higher risk of endometriosis than do midline incisions, probability due to the wide dissection planes, difficult tissue irrigation and much more contamination. Nowadays over indications of Cesarean sections also may increase the AWE cases.
There is not a proven radiologic study for diagnosis or evaluation of AWE. However USG, computed tomography (CT) and magnetic resonance imaging (MRI) supply adequate information about the size, location and depth of the mass (15) . On USG an endometriosis will most likely present as a vesicular hypoechoic mass and appearance can change dependent on menstruation cycle. USG can differantiate between a solid or cystic mass (15) . CT can localize the extent and depth of the lesion. MRI is much more helpful to evaluate the relations of mass with the surrounding muscle and subcutanous tissue (16) . However contents of hemosiderin pigments may leads to a low resolution in large lesions. Fine needle aspiration biopsy (FNAB)
can be a reliable technique for evaluation and definitive diagnosis of AWE. It can detect the presence of endometrial tissue, endometrial stroma and hemosiderin pigment (5) . However recently in a four patient study it is reported that none of them diagnosed correctly with FNAB (17) . Incisional biopsy should be avoided because of the probability of further transportation of endometrial components along adjacent tissues (3, 17) .
USG was performed in our all patients preoperatively.
The masses of third, seventh and ninth patients were reported as hyperechogenic lipomas. Others were reported as regular shaped, heterogenous, solid, hypoechoic masses. In these eight patients USG was performed in much more painful days which was menstruation period. On the contrary others were performed in the middle of menstruation period. We suppose that the preoperative diagnosis of mass may be associated with the timing of USG.
Surgical wide excision of the lesion with 1 cm surgical margin is still the only effective treatment of choice (2) . Medical treatment with combined oral contraceptives, progestin, danazol, gestinone, GnRH analogous and anastrasole are effective in pelvic endometriosis but not in AWE. They may only slightly relieve the symptoms and in a short time patients undergo surgical resection (18) .
Because of the recurrences these patients should be taken into near follow up programme. Before the closure of the incision dissection area and the wound should be washed and irriageted carefully with saline solutines intraoperatively. There is a high risk of endometrial carcinoma in unexcised endometriosis. Therefore in any case of recurrence reexcison should be performed (19) .
Referral to a gynecologist is not always necessary. But patients who are infertile or who have other symptoms of pelvic endometriosis should always be recommended to a gynecologist after surgical resection (6) .
In conclusion previous gynecological operations should be evaluated in patients presented with a mass on the abdominal wall. AWE must be thought among the differential diagnosis. Other probable reasons also should be considered. Diagnostic toolls like USG and CT should be used. FNAB is also encouraged if necessary. Medical treatment is not effective therefore wide surgical excision should be applied.
Because of the recurrences patients should be taken into near follow up and control programme.
